
R E V I EW

E p i d em i o l o g y / G e n e t i c s

Obesity among African American people in the United States:
A review

Holly Lofton1 | Jamy D. Ard2 | Rameck R. Hunt3,4 | Michael G. Knight5

1NYU Grossman School of Medicine,

New York, New York, USA

2Wake Forest School of Medicine, Winston-

Salem, North Carolina, USA

3Penn Medicine Princeton Health, Plainsboro

Township, New Jersey, USA

4Rutgers RWJ Medical School,

New Brunswick, New Jersey, USA

5The George Washington University School of

Medicine and Health Sciences, Washington,

DC, USA

Correspondence

Holly Lofton, Medical Weight Management

Program, NYU Langone Health, 550 1st Ave.,

New York, NY 10016, USA.

Email: holly.lofton@nyulangone.org

Funding information

Novo Nordisk Inc., Plainsboro, New Jersey,

USA

Abstract

Obesity is a growing public health crisis in the United States and is associated with a

substantial disease burden due to an increased risk for multiple complications, including

cardiovascular and metabolic diseases. As highlighted in this review, obesity dispropor-

tionately affects the African American population, women in particular, regardless of

socioeconomic status. Structural racism remains a major contributor to health disparities

between African American people and the general population, and it limits access to

healthy foods, safe spaces to exercise, adequate health insurance, and medication, all of

which impact obesity prevalence and outcomes. Conscious and unconscious interper-

sonal racism also impacts obesity care and outcomes in African American people and may

adversely affect interactions between health care practitioners and patients. To reduce

health disparities, structural racism and racial bias must be addressed. Culturally relevant

interventions for obesity management have been successfully implemented that have

shown benefits in weight management and risk-factor reduction. Strategies to improve

health care practitioner–patient engagement should also be implemented to improve

health outcomes in African American people with obesity. When managing obesity in

African American people, it is critical to take a holistic approach and to consider an indi-

vidual’s social and cultural context in order to implement a successful treatment strategy.

INTRODUCTION

Substantial disparities in obesity prevalence, burden, complications,

and outcomes exist between African American people and other racial

groups. Many of these disparities in obesity, and in health more

broadly, in the African American population result from, and are main-

tained by, structural racism [1]. There is a need for greater under-

standing of the challenges in managing obesity among African

American people, which in part reflect social, economic, and/or envi-

ronmental differences between African American and non-African

American people [2].

This review describes the key challenges in managing obesity

among African American people and provides practical guidance for

health care practitioners (HCPs) and policy makers on how these can

be addressed, emphasizing personalized, culturally sensitive treat-

ment. The focus is adults with obesity; pediatric obesity is a significant

challenge for HCPs but is beyond the scope of this review.

LITERATURE SEARCH

A narrative literature search was conducted on November 16, 2020.

Search terms related to race (African American OR Black* OR racial OR

ethnic), obesity (obese OR obesity OR overweight), and topics of interest

(prevalence OR etiology OR barrier* OR disparit* OR comorbidit* OR risk*).

The Medline database was searched using a combination of these

key words, with results limited to 2010 to 2020 and English language.

The articles were reviewed for relevance based on title and abstract.
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Additional references were identified from bibliographies of

retrieved articles, through additional targeted searches, and through

author suggestions.

DISCUSSION

Burden of obesity in African American people

Among US adults in the National Health and Nutrition Survey

(NHANES) 2017-2018, the prevalences of overweight (body mass

index [BMI] 25.0-29.9 kg/m2), obesity (BMI ≥30.0 kg/m2), and severe

obesity (BMI ≥40.0 kg/m2) were estimated to be 31%, 42%, and 9%,

respectively [3]. Obesity disproportionately affects African American

people. Among individuals aged ≥20 years in 2017-2018, prevalence

rates for obesity were highest in African American people (49.6%)

compared with other racial groups (e.g., non-Hispanic White, 42.2%),

and rates were higher in African American women (56.9%) than in

African American men (41.1%) [1]. Increased obesity prevalence

between the African American population and other racial groups was

observed for women but not for men, with African American men

having slightly lower levels of obesity than non-Hispanic White men

(41.1% vs. 44.7%) [1]. Although reasons for this sex difference are not

fully understood, it may be a result of the greater scope that women

have to experience weight gain during their life course relative to men

(for example, during pregnancy, menarche, and menopause), combined

with cultural perspectives on ideal body size [4]. African American

women report less internalized weight bias than White women [5]

and acceptance of larger body size [4]. In addition, there is evidence

that the association between structural racism and increased BMI

among African American people is stronger for women than men [6].

Further research on this topic is needed, but it is of interest to note

that the trend for African American women to be more likely to expe-

rience obesity is not a recent phenomenon. A study of adults born in

the United States between 1882 and 1986 evaluated changes in BMI

measurements between 1959 and 2006 by sex and race and found

that increases in BMI were already under way among the birth

cohorts of the early 20th century, with the rate of increase fastest

among African American women [7].

One consideration for the cause of the current disparity in obesity

prevalence by self-identified race is that race is only a proxy for social

class, as there is typically a lower prevalence of obesity in groups with

higher income or educational attainment [8]. However, among women,

racial disparities in the prevalence of obesity exist among groups with a

higher education level and/or income, suggesting that race has an inde-

pendent association with weight status. African American women have a

higher BMI compared with White women at every level of educational

attainment, with the greatest disparity in those with more than a high

school education [9]. For African American people, the obesity–income

relationship varies by sex. Among African American women, the preva-

lence of obesity does not differ by income group [10]. However, among

African American men, the prevalence of obesity is higher among the

highest income group compared with the lowest income group [10].

Obesity increases the risk for complications, including cardiovas-

cular disease, type 2 diabetes, and nonalcoholic fatty liver disease

[11]. The prevalence of several complications, including hypertension

[12, 13], diabetes [12, 13], and stroke [13], is higher in African Ameri-

can people compared with White people; however, African American

people have lower prevalence than White people for dyslipidemia [12,

13] and myocardial infarction [13]. A significant risk reduction in many

obesity-associated conditions can be achieved by weight loss of 5%

to ≥15% [11].

Pathophysiology of obesity

Obesity is a serious, chronic, complex, progressive, and relapsing disease

associated with altered quantity, distribution, or function of adipose tissue

(Figure 1) [14, 15], and it is caused by the interplay of genetic, physiologic,

behavioral, sociocultural, and environmental factors [15]. The pathogenesis

Study Importance

What is already known?

• Obesity is a growing public health crisis in the United

States that disproportionately affects African American

people and is associated with a substantial disease bur-

den due to an increased risk for multiple complications,

including cardiovascular and metabolic diseases.

• Major reviews that have already been published on this

subject include Bailey et al. [1] and Bleich et al. [22].

What does this review add?

• As noted in this review, long-standing disparities in health

and obesity care for African American people exist, with

systemic racism remaining a major cause of these

disparities.

• Culturally relevant intervention strategies, including com-

munity- and faith-based programs, are key to managing

obesity in African American people.

How might these results change the direction of

research or the focus of clinical practice?

• This review underscores the need for health care practi-

tioners to adopt appropriate culturally sensitive practices

when engaging with African American people and to

address unconscious racial bias in their interactions with

patients.

• In addition, we highlight the importance of personalizing

weight-loss interventions to be culturally relevant to Afri-

can American people.
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of obesity involves abnormal satiety and feeding signaling within the brain

through dysregulation of neuroendocrine pathways [16].

Obesity management should be founded on evidence-based prin-

ciples [17]. Less emphasis should be placed on short-term, absolute

weight loss and individuals’ willpower (e.g., “eat less, move more”) and
more on overall health and well-being, with access to multiple inter-

ventions such as nutritional therapy, physical activity, psychological

interventions, pharmacotherapy, and surgery [17].

There are racial differences in physiology with relevance to obe-

sity management. African American people store a lower proportion

of fat in visceral tissue than White people [18]. In addition, for a given

BMI, African American people have a higher lean body mass than

White or Hispanic people [19]. This may help to explain findings that

BMI is not always directly correlated with mortality in African Ameri-

can populations [18], supporting the need to adjust BMI cutoffs for

use in different racial populations [20].

Challenges in managing obesity in African American
people

Several challenges exist in the management of obesity among African

American people, including racism, access to healthy food, safe spaces

for exercise, health care, and body image preferences.

Historical context and structural racism

African American people have historically experienced worse health

outcomes than White people in the United States [1]. However, it is

important to note that race is a social construct rather than a fixed

biological trait [21], and health inequities must be considered in this

light.

Many of the disparities in health outcomes seen in African

American people can be attributed to systemic and interpersonal

racism. Systemic or structural racism refers to “the totality of ways in

which societies foster [racial] discrimination, via mutually reinforcing

[inequitable] systems…(e.g., in housing, education, employment, earn-

ings, benefits, credit, media, health care, criminal justice, etc.) that in

turn reinforce discriminatory beliefs, values, and distribution of

resources” (Figure 2) [1].

There is evidence to suggest that long-standing systemic

inequalities and structural racism play a role in driving race dispar-

ities in obesity [22]. A study of 324,572 US adults reported that

structural racism (assessed at a county level using a model that

included domains for residential segregation, employment, educa-

tion, health care, and criminal justice) was associated with higher

BMI in African American people [6]. A prospective study of 4315

incident cases of obesity in African American women also found

that both everyday racism and lifetime racism were positively asso-

ciated with increased incidence of obesity [23]. In addition, a longi-

tudinal prospective cohort study reported an association between

higher perceived discrimination and a positive BMI trajectory in

African American adults [24].

One conduit through which structural racism makes a major con-

tribution to racial inequities in health between African American peo-

ple and White people is by driving social circumstance [21, 25]. For

example, residential segregation remains common, concentrating

African American people in neighborhoods that lack access to

adequate education and health care, have increased exposure to air

F I GU R E 1 Obesity is a chronic disease characterized by altered distribution and metabolism of the adipose tissue. Multiple environmental,
genetic, and physiologic factors determine the distribution and metabolism of the adipose tissue. Adiposity can manifest as atherosclerosis or
visceral adiposity, which affects a range of organs, leading to complications, including CVD and T2D. In contrast, subcutaneous adiposity has a
lesser impact on disease. Adiposity collectively negatively affects quality of life, clinical outcomes, risk factors for disease, and prognosis.
CKD, chronic kidney disease; CVD, cardiovascular disease; NAFLD, nonalcoholic fatty liver disease; T2D, type 2 diabetes. aFor example,
socioeconomic factors and lack of access to healthy food, physical exercise, and health care
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pollutants, and have increased rates of crime [1, 26]. Residential seg-

regation is also associated with an increased risk of obesity specifically

among African American women [27]. Furthermore, access to health

care is based on ability to pay, rather than on patient needs, causing

harm to racial and ethnic minorities, who are disproportionately poor

and lack access to health insurance [28, 29]. HCPs should therefore

consider the social determinants of health (such as housing, employ-

ment, and health care access) that may influence their patients’ behav-

iors and opportunities for health, in order to provide the most

appropriate care.

The impact of racism on health outcomes is rooted in a history of

unethical experimentation on African American people for medical

research and training and segregation of care based on race. One of

the most infamous medical experiments was the Tuskegee Study, led

by the US government from 1932, which investigated the natural his-

tory of syphilis in 600 African American men [30]. The participants

were misled as to the purpose of the study and were denied effective

treatment, long after penicillin was recognized as the drug of choice

for syphilis [30]. The study was ultimately deemed ethically unjustified

and was discontinued in 1972.

Another example of federally endorsed inequity in health care is

the passage of the Hill–Burton Act in 1946, which created “separate-
but-equal” health care facilities financed by the US government

throughout the country [22]. These facilities were anything but equal,

with those for African American people often lacking the resources

and equipment of those for White people [22].

This sanctioned segregation of health care resources, combined

with a distrust of medical professionals given the experiences of

the Tuskegee Study and decades of non-consented experimentation

and medical exploitation, has had long-lasting effects, with African

American people less likely than White people to participate in

research and trust the health care system and medical researchers

[31, 32].

Interpersonal racism

Individual or interpersonal racism is defined as “directly perceived dis-

criminatory interactions between individuals whether in their institu-

tional roles (…) or as public and private individuals” [33]. Interpersonal
racism can be conscious or unconscious, and can manifest in health

care via unconscious bias of HCPs [34].

Interpersonal racism between individuals may affect the dispar-

ities in obesity rates, as major discrimination (e.g., being unfairly trea-

ted/abused by police), overt racial discrimination (e.g., use of racial

slurs), and microaggressions (subtle messaging that conveys hostility

or exclusion) are associated with obesity among African American

people [35, 36]. The association between racism and obesity appears

to be in part mediated by stress [37] and through negative behavioral

responses such as decreased exercise and increased emotional eating

[38, 39].

Increasing the potential for bias among African American people

with obesity is the interaction between racism and the stigma of obe-

sity [40]. African American people with obesity are at the intersection

of these two types of discrimination and may therefore experience an

even greater amount of bias.

Therefore, structural and interpersonal racism impacts health out-

comes; however, this is not routinely taught to medical students or

F I GU R E 2 The racial discrimination system and its impact on obesity in African American people. Racial disparities exist within a wide range
of systems in the United States, including housing, public health, education, employment, and food access. These disparities are connected
through a complex web of reciprocal feedback relationships that give rise to a self-perpetuating system of racial discrimination. Racial disparities
in these systems also impact the risk of obesity and related behaviors among African American people [8, 26, 27, 47, 48, 52–57, 90, 91].
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covered widely in medical literature [1]. Although the physical links

between discrimination and health are understood, this has not trans-

lated into educating HCPs about the impact of racism on health. To

reduce the health disparities in African American people with obesity,

HCPs must understand how structural and interpersonal racism con-

tribute to these disparities and take an active role in addressing the

root causes.

Patient–HCP communication

Unconscious or implicit bias is a form of interpersonal racism. Scien-

tific data have demonstrated that HCPs have implicit bias against Afri-

can American people and people with obesity, and this can affect

clinical decision-making [41].

Although some communication challenges around behaviors and

behavior modification are not specific to African American people,

suboptimal communication and a lack of shared decision-making may

exist between non-African American HCPs and African American peo-

ple. This may lead to poor patient engagement, an important issue in

obesity management.

According to patients’ reports of their HCPs’ behavior, African

American people, particularly those with obesity, were less likely to

report that their providers explained things well or spent enough time

with them, compared with White people [42]. African American peo-

ple with BMI ≥30.0 kg/m2 were also less likely to receive an obesity

diagnosis compared with White people [43]. People with obesity with

a provider of the same race/ethnicity were more likely to report

receiving diet advice from their provider than those with differing

race/ethnicity [44].

The way in which HCPs communicate about obesity and its man-

agement influences how patients relate to the messages, potentially

affecting weight management success [45].

Access to healthy foods and exercise

Environmental challenges, such as poor-quality diet, availability of

healthy foods, and inactivity, are universal, but there is some evidence

that they may be more challenging for African American people. Stud-

ies have shown that African American people have a less healthy diet

than other racial groups, with a higher consumption of foods and bev-

erages with added sugar and fried food [46]. Several barriers have

been identified that limit healthy eating, including lack of knowledge,

cost of healthy food, lack of time to prepare healthy meals, need for

transportation to access stores and markets, and miscommunication

with doctors about healthy eating [47, 48].

African American people aged 45 to 64 years are also less likely

to engage in physical activity than other racial groups [49]. Barriers to

physical activity among African American women with obesity include

lack of awareness of how, where, and how much to exercise, cost of

exercise programs, lack of accessible facilities, lack of transportation,

and health concerns [50]. However, several factors are associated

with increased exercise or motivation for exercise among African

American people, including family interaction and connection to the

community [51].

Neighborhood factors also contribute to challenges in accessing

healthy food and exercise in African American people. Neighborhoods

with higher proportions of African American people have higher densities

of fast-food restaurants and advertisements related to unhealthy food

and beverages, and fewer safe spaces for activity than predominantly

White neighborhoods [52, 53]. Neighborhood factors have been shown

to impact obesity prevalence, with lower odds of obesity among African

American women living in a neighborhood with a supermarket and

among African American men living in a neighborhood with a park [54].

Health insurance and access to medication

Health insurance coverage is often a challenge for people with obe-

sity. Among a sample of urban residents, the prevalence of obesity

had grown rapidly over 10 years among uninsured people across racial

groups [55].

Safety-net health systems, in delivering care to under- or unin-

sured, publicly insured, and other vulnerable populations in the United

States, generally support a relatively high proportion of African Ameri-

can people [56]. However, few health insurance plans include cover-

age for comprehensive obesity care, including access to obesity

pharmacotherapy; Medicare excludes drug therapy for obesity while

Medicaid drug coverage varies by state [57]. In addition, older medica-

tions for obesity-related complications (particularly type 2 diabetes)

tend to be more obesogenic than newer alternatives [58] and are

often cheaper and therefore likely to have better reimbursement.

Body image perceptions

There are also different perspectives on cultural norms for body image

and perceptions of beauty and obesity among African American

people.

African American people have a more accepting view of larger body

sizes than White people [4]. Being curvier is often seen as desirable, with

many women striving for a fuller figure [47]. Many African American

women have misconceptions of normal weight, describing their weight

as healthy despite being overweight by BMI [59] and underestimating or

under-reporting their weight category [60]. However, due to this accep-

tance of larger body sizes, it may be easier to set realistic treatment

goals, as African American people may not desire the ideal of achieving a

normal BMI, which is rarely achieved with treatment.

Strategies for managing obesity in African American
people

A holistic approach incorporating multiple strategies is needed to sup-

port the management of obesity in African American people.
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Addressing health disparities and racial bias

Reducing health disparities among African American people is key to

improving health outcomes. The US Office of Minority Health’s Stra-

tegic Framework for Improving Racial/Ethnic Minority Health and

Eliminating Racial/Ethnic Health Disparities includes effective solu-

tions to reduce health disparities [61]. These include strategies to

address factors on an individual (e.g., improving knowledge and

behaviors), environmental (e.g., promoting a healthy physical and

social environment), or systems level (e.g., improving science and

knowledge, and promoting workforce diversity) [61]. A review exam-

ining whether obesity is a manifestation of systemic racism proposed

a 10-point strategy for study and intervention which highlighted the

importance of conducting intersectional research on obesity and rac-

ism to evaluate whether obesity is another aspect of structural racism

that impacts African American people [62].

Addressing implicit racial bias could also reduce health disparities

between African American and non-African American people. In a pro-

spective, observational study, including implicit racial bias training as

part of the formal curriculum at medical school reduced students’

racial bias over 4 years [63]. Informal training also has the potential to

reduce racial bias. One such initiative is the 21-Day Racial Equity

Habit Building Challenge, which supports HCPs to further their under-

standing of racial inequities, including addressing unconscious

bias [64].

Increasing the diversity of the HCP workforce is also key to

addressing racial inequities in health care. Efforts are ongoing among

professional medical societies (the American Medical Association),

medical schools (the Association of American Medical Colleges), and

colleges and universities (Historically Black Colleges and Universities)

to increase HCP and researcher diversity [65–67].

Diagnosis and communication

Ensuring African American people receive a diagnosis of obesity is

also key to weight management, particularly given the perceptions

related to acceptance of a larger body size in this population [4,

47, 59]. People with overweight or obesity who are told by HCPs that

they have overweight are more likely to perceive themselves as hav-

ing overweight, be interested in losing weight, and have recently

attempted to lose weight than those whose HCPs have not acknowl-

edged they have overweight [43]. For many, having this discussion

with a provider might be the first time they get a full sense of the

impact of excess weight.

When communicating with patients, a diagnosis of obesity should

be linked to disease risk, as smaller body size may not be such a moti-

vating factor for African American people as in other racial groups.

Among African American people with obesity, health is considered

the most important reason to lose weight [68]. However, as many

African American people do not recognize the health implications of

obesity [59], this must be emphasized when communicating with

patients. Focusing on the potential benefits may be an effective

motivator for weight loss for African American people [45]. HCPs

should also set specific weight goals with patients, as many are

unaware of the degree of weight loss required (e.g., sustained weight

loss of 5% to 10%) to significantly improve health [11, 45].

Culturally relevant intervention strategies

Health interventions to reduce obesity among African American peo-

ple should be personalized and culturally specific, with aims that

include engaging with and, when necessary, challenging cultural

norms.

A systematic review of culturally adapted weight-loss strategies

for African American people identified a number of features common

to studies with successful outcomes [69]. These included addressing

traditional foods, food insecurity, and spirituality and faith, as well as

conducting focus groups and using peer educators [69]. In one suc-

cessful weight-loss program for African American people, cultural

adaptations included decreasing the cost of the program, using cultur-

ally appropriate recipes, addressing attitudes about exercise, and

including family in weight-loss efforts [70]. This program was associ-

ated with significant weight loss and improvements in risk factors for

obesity-related complications [70].

Physical activity should also be encouraged as part of weight

management for African American people with obesity; however, this

too should be culturally sensitive. The type of exercise suggested is

important as, for example, swimming may not generally be part of

African American people’s leisure, exercise, and sports culture,

because of past discrimination restricting access to swimming

pools [71].

Community- and faith-based initiatives can be successful in man-

aging obesity among African American people [72, 73]. Faith-based

weight-loss interventions in African American people have been

shown to successfully reduce weight, improve diet, and increase phys-

ical activity among participants [73]. The inclusion of family and social

ties has also been a feature of successful weight-loss interventions in

African American people [70]. However, friends and family may not

always be supportive of weight loss, with some African American

women reporting relationships becoming more competitive and less

supportive, and a loss of identity and companionship that accompa-

nied weight loss [74].

Pharmacological and surgical intervention

Pharmacotherapy, particularly when used alongside lifestyle interven-

tions, can be effective for people with obesity. US Food and Drug

Administration-approved therapies include liraglutide, orlistat, phen-

termine, phentermine-topiramate, bupropion-naltrexone, and most

recently, semaglutide.

In a phase 3 study in which 19% of participants were African

American, phentermine-topiramate demonstrated significant efficacy

in inducing weight loss [75]. Although data comparing weight loss

OBESITY AMONG AFRICAN AMERICAN PEOPLE 311



between racial and ethnic groups are limited, racial differences were

not seen to influence the safety or efficacy of semaglutide, liraglutide,

or orlistat in studies on obesity that included African American people

[76–79].

Bariatric procedures are also useful tools for the management of

obesity, with significant and sustained weight loss and resolution of

obesity-related complications reported regardless of race [80]. How-

ever, racial disparities exist in the utilization and outcomes of bariatric

surgery. A review of 159,116 records representing 774,000 patients

with severe obesity taken from the 2006 Nationwide Inpatient Sam-

ple Hospital Discharge Dataset found the demographic features asso-

ciated with significantly lower odds of receiving bariatric surgery

included minority status, male sex, lower income, older age, non-

private insurance status, and more severe comorbidities [81]. In addi-

tion, African American people are less likely than White people to

consider bariatric surgery and less likely to receive the recommenda-

tion for surgery from their doctor [82]. It has been reported that

although 11% of patients who were eligible for bariatric surgery were

African American men, this group represented only 2.4% of patients

who received surgery. African American people undergoing bariatric

procedures are heavier and younger, are more likely to be women,

and have fewer preoperative comorbidities [83]. They also have worse

postoperative complications, with major complications (1.4% vs. 1.1%;

p < 0.0001), readmission (5.0% vs. 3.6%; p < 0.0001), and mortality

(0.12% vs. 0.08%; p < 0.05) all significantly higher for African Ameri-

can versus non-African American people [83]. Higher odds of

readmission and complications, including mortality rate, for African

American people following bariatric surgery have been reported in

other studies [84–86]. African American men are also more likely to

require longer hospital stays following bariatric surgery compared

with White men [84, 87], and to lose significantly less weight com-

pared with White and Hispanic people [88].

Several barriers to antiobesity pharmacotherapy and bariatric

surgery utilization exist among African American people. For pharma-

cotherapy, these include fear of side effects [89], whereas for bariatric

surgery, these include the fear of complications, high cost of surgery,

and the perception that it is too extreme and should be a last resort

[74, 89]. African American women are also apprehensive about the

lack of control over how much weight could be lost with bariatric

surgery because of the preference for larger body sizes in this popula-

tion [74]. Lack of awareness of pharmacotherapy and bariatric surgery

is another barrier, as few HCPs have discussions with their patients

about these options [89].

It is therefore critical that HCPs communicate the potential bene-

fits of pharmacotherapy and bariatric surgery options with their

patients and address concerns.

SUMMARY

Long-standing disparities in health and obesity care for African

American people have been documented and systemic racism remains

F I GU R E 3 Recommendations for managing obesity in African American people [43,45,62-67,69,89]. HCP, health care practitioner
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a major cause. Systemic racism limits access to healthy foods, safe

spaces for exercise, health insurance, and treatment, while HCPs’

unconscious racial bias can negatively impact interactions with

patients.

Reducing health disparities is key to improving health outcomes

(Figure 3). Racial bias can be reduced by racial bias training programs

to support HCPs, furthering their understanding of racial inequities

and unconscious bias. Efforts should also be made to increase the

diversity of the HCP workforce. HCPs are encouraged to develop

appropriate culturally sensitive practices when engaging with African

American people with obesity. Furthermore, any weight-loss interven-

tions should be personalized and culturally relevant to African

American people. Weight-loss programs can include use of peer edu-

cators and community- and faith-based programs. The response to

lifestyle interventions can be augmented with greater use of antio-

besity pharmacotherapy and bariatric surgery; these strategies are

underutilized in general and even more so in African American people.

It is therefore important that HCPs ensure awareness of pharmaco-

therapy and bariatric surgery options and their potential benefits

among African American people.O
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